BACKGROUND
==========

As plastic surgery education continues to shift toward competency-based training, increased documentation of progressive educational achievement is required.^[@R1],[@R2]^ The Plastic Surgery Milestone Project provides a "framework for the assessment of the development of the resident physician in key dimensions of the elements of physician competency."^[@R3]^ Chief resident clinics (CRCs) are thought to catalyze the achievement of these milestones by providing greater liberty for residents to act as primary caregivers, build longitudinal patient relationships, practice operative autonomy, and follow through with plans of care.^[@R4]^ Cosmetic CRCs have received much attention in the literature,^[@R4],[@R5]^ but reports are lacking for general plastic surgery CRCs (PCRCs), which may be more relevant in training safe plastic surgeons competent in common on-call scenarios. We demonstrate the achievement of Plastic Surgery Milestone Project competencies, such as supervised surgical autonomy and continuity of care, in a PCRC model.

METHODS
=======

A retrospective review of all patients seen in a PCRC from October 1, 2010, to October 1, 2015, was conducted. PCRC is supervised by the Department of Plastic Surgery, University of Tennessee College of Medicine attending surgeons, although primarily run by chief residents in an accredited independent plastic surgery training program. Ten years of graduated chief residents were queried through an anonymous online survey to assess trainees' perception of the education value of PCRC on a 5-point Likert scale.

RESULTS
=======

One thousand one hundred forty-four patients were seen in 3390 PCRC visits overall, averaging 11.9 per week, including 4.0 (33.6%) "new" and 2.4 (20.2%) emergency department referrals. Six hundred fifty-three operations were performed by 23 residents, including 10 graduating chiefs. Resident operative autonomy averaged 2.3/5 (SD = 1.6), 2.6/5 (SD = 1.5), and 2.8/5 (SD = 1.3) in postgraduate years 6, 7, and 8, respectively. One-way analysis of variance displayed a significant difference in operative autonomy by training level \[F(2, 608) = 4.71, *P* \< 0.0093\], and Tukey post hoc analysis showed a significant change between postgraduate years 6 and 8 (*P* \< 0.01). Mandible fracture repair (*N* = 172) represented the most common procedure performed from PCRC. Closed reduction of mandible fracture (4.4/5, SD = 1.1), lesion excision (4.3/5, SD = 1.2), open repair of orbital fracture (4.1/5, SD = 1.1), and closed reduction of nasal bone fracture (4.0/5, SD = 1.5) displayed the highest operative autonomy, whereas pedicled and free tissue flaps (2.1/5, SD = 1.3) exhibited the lowest. Resident continuity of care was maintained in 93.5% of cases and averaged 3.9 (SD = 2.6) appointments over 14.1 weeks (SD = 26.5). One hundred percent of graduated chiefs responded to the survey, which showed satisfaction for operative case exposure (4.1/5, SD = 1.0), pre- (4.5/5, SD = 0.5), intra- (4.4/5, SD = 0.5), and postoperative (4.4/5, SD = 0.5) autonomy, contribution to medical knowledge (4.7/5, SD = 0.5), and core competencies practice (4.3/5, SD = 0.8).

CONCLUSIONS
===========

PCRCs enable trainees to practice supervised surgical autonomy and continuity of care and provide a forum for the demonstration of progressive milestone achievement. We believe that the experience gained in PCRCs is vital for the development of competent plastic surgery graduates.
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